
CHILD FAMILY CENTER
MILLVILLE PUBLIC SCHOOLS

2014-15
REGISTRATION INFORMATION

Please have the following to register your child:

OBirth Certificate
❑Immunization Record
❑Physical
OProof of Residency
❑Parent/Guardian ID
❑Completed Enrollment Form
❑Food Stamp Number (if applies)

Your child will not be placed until each of these
has been submitted.



MILLVILLE PUBLIC SCHOOLS
STUDENT ENROLLMENT FORM

Todny's Date.

Student's Last Name

Address City _

Birth Dnte / / Sex ❑Male ❑

MM DD YY

First Name
State Zip

Female Ethnicity/Race

City of Birth State Country

Date of US Entry / / [Only applies to students NOT born in US]

MM DD YY

Middle

Phone [_]

Has student ever attended Millville Schools? ❑ Yes ❑ No [If YES, last grade completed ]

Father/Guardian Last Name First Name Suffix

Mother/Guardian Lnst Name First Nnme

Student resides with: ❑Both parents ❑Mother only ❑Father only ❑ Guardian ❑Custody/Restrictions

Father cell phone [_]

Father work phone [__]

Are parents federally employed? ❑Yes

Non-Household Emergency Contacts

Contact #1

Contact #2

Contact #3

Last schoolnttended

School address

City

Mother cell phone ~]

Mother work phone G_]

❑ No Federal ID#

Relationship to student Phone L_]

Relationship to student Phone L_]

Relationship to student Phone L_]

State Zip

Phone ~]
Fax [_]

Siblings Nnme DOB / / School attending Grade

Siblings Name DOB / / School attending Grade

Siblings Name DOB / / School attending Grade

Check all that apely

❑ Classified Student ❑ Basic Skills Required D Attended Alternative School ❑ 504 or Medical Alert

❑ Home Instruction 0 Requires Bilingual ❑ Another Language Spoken Language

School assigned to

Start date

Entered by

Transportation _

SCHOOL USE ONLY

Grade

Student ID #

State ID #

❑ Health Record ❑ Proof of Residency 0 BC/Transfer Cnrd

❑ MEETS REQUIREMENTS Faxed to by
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CHILD FAMILY CENTER
JoAnn D. Burns, Principal

1100 Coombs Road
Millville, N. J. 08332

Phone: (856) 293-2171
Fax: (856) 293-2174

Email: joann.burns@millvillenj.gov

Dear ParendGuardian,

Thank you for your cooperation in setting up a preschooUkindergarten registration visit for your child.
F ease fill out the informarion below:

F:{ 3 Year Oids _ _ PK 4 Year Olds_ _,_ __ _ __ Kindergarten

Child's Name Date of Birth / /

Address

Telephone No.__

Farent/Guardian Name

P •esent School Attendi

A physical is a requirement to attend school. We will have a nurse practitioner available during registration
free of charge. Please check below if you are interested in an appointment for your child with the nurse practitioner.
Tie County Health Depamnent will be available for lead screening.

yes, please set ug an appointment

no, I am not interested in an appointment

yes, I would like the lead screening

no, I am not interested in the lead scree~aing

Our registration dates will be Tuesday and Wednesday, August 19 and 20, 2014. Please check the date
that you prefer and we will make every attempt to schedule you on that date. You will be notified by mail of your
appointment date and time.

_ Tuesday, August 19, '?014, 3:00 PM - 7:00 PM

Wednesday, August 20, 2014, 9:00 AM - ] :CO PM
DO NOT WR[TE BELOW THIS LINE

Yaur appointment is:

Child's Name

Date

Location:

PreschoollKinder~arten lteeistration

Child Family Center
1100 Coombs Road (Wheaton Village}
Millville, N. J. 08332

Time

YOUR CHILD WILL NOT NEED TO ATTEND.
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Child's Name
Parent's Name
Address
Phone Number

CHILD FAMILY CENTER

JoAnn D. Burns, Principal

1100 Coombs Road

Millville, N. J. 08332

Phone: (856) 293-2171

Fax: (856) 293-2174

Email: joann.burns@millvillenj.gov

THREE YEAR OLD PROGRAM

Birthdate

The following providers are available for you to choose to send your three year old child. Please visit 
and

select which you would prefer to have your child attend. Number your first three choices 1, 2 and 3.

Corson Park Day Care Abbott Hours 9:00 AM — 3:00 PM

4 North 12`'' Street Wrap Hours 6:30 AM — 5:30 PM

825-5540 —Jill Miller

Millville Day Care Center Abbott Hours 8:30 AM — 2:30 PM

911 Columbia Avenue Wrap Hours 6:45 AM — 5:30 PM

825-5345 -- Danielle Schmidt

Rieck Avenue Country Day School

250 Rieck Avenue
825-9067 -- Ellen Dayton/Jennifer Ellis

Millville Head Start
532 N. High Street
327-1665 -- Amanda Sheets

Child Family Center
1 100 Coombs Road
293-2171 —Clara Beatty

Abbott Hours 9:00 AM — 3:00 PM

Wrap Hours 6:30 AM — 5:30 PM

Abbott Hours 9:00 AM — 3:00 PM

Abbott Hours 8:00 AM -- 2:00 PM

Wrap Hours 7:00 AM — 5:30 PM

Please return this form with your selections and comments and all other registration information to me at

the Child Family Center.

No child can be assigned a slot in a center until all registration requirements (birth certificate, proof of

residency and health records) have been submitted to the Child Family Center.

Thank you,

JoAnn D. Burns
Principal



REQYIREO IMMYNIZATIONS

I~IEEpEp FOR

PRE-SCHOOL 3 & 4 YEAR OLpS

p*aP - 4 PATES

POLIO - 3 PATES

'MMR - 1 PATE AFTER f ~* BIRTHpAY

HIB - 1 PATE AFTER 1 S* BIRTHpAY

PCY - 1 PATE AFTER 1 S* BIRTHpAY

YARIYAX - 1 oATE AFTER / S* BIR*HpAY

OR WRITTEN PROOF OF CHICKEN PDX pISEASE

FLY BETWEEN 911 & 1 Z/3 1 EACH YEAR

HEALTH HISTORY

PHYSIiAL EXAM BY pOCTOR

OR NYRSE PRACTITIONER

ALL RECORpS MVST BE SIGNEp BY PHYSICIAN

RECOMMENpEp IMMYMIZATIONS

HEPATITIS B SERIES



UNIVERSAL Endorsed by: American Academy of Pediatrics, New Jersey Chapter
New Jersey Academy of Family PhysiciansCHILD HEALTH RECORD New Jersey Department of Health and Senior Services

SEC770M t - TO BE COMPtE7ED BY PARENT
Chiid's Name (Last) (First) Gender Date of Birth

❑ Male ❑Female /
Does Child Nave Health Insurance? if Yes, Name of Child's Health Insurance Carrier

=]Yes ❑No
Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phone Number

ParenVGuardian Name Home Telephone Number Work Telephone/Cell Phone Number

~~ive my consent for my child's Hea/fh Care Provider and Child Care Provider/School Nurse fo dJscuss the information on this form,
Signature/Gate This form may be released to WIC.

Yes ❑No
SECTION B • TO BE COMPLETED BY HE~RL.TH CARE PROVID64°

Date of Physical Examination: Results of physical examination normal? []Yes ❑No
Abnormalities Noted: Weigh (must be taken

within 30 days for WIC)
Heigh (must be taken
within 30 days for WIC)
Head Circumference
(N <2 Years)

Blood Pressure
(if>3 Years)

❑immunization Record AttachedIMMUNIZATIONS
❑ Date New Immunization Due:

MEDICAL CONDITIONS
Chrenir. Medical Conditions/Related Surgeries ❑None Comments

Li:ot medical conditions/ongoing surgical ❑Special Care Pian
ccncems: Attached

MedicationslTreatments ❑None
❑Special Care Plan

Comments

• Li::t medications/VeaUnents:
Attached

Limitati~~ns to Physical Activity ❑None
❑Special Care Plan

Comments

• List limitations/special considerations:
Attached

Special Equipment Needs ❑None
❑Special Care Plan

Comments

List items necessary for daily activities
Attached

Allergie~Sensitivities ❑Nona
❑Special Care Plan

Comments

List allergies:
Attached

Special CieWitamin 8 Mineral Supplements ❑None
❑Special Care Plan

Comments

List dietary specifications:
Attached

Behavioral Issues/Mentai Health Diagnosis ❑None
~ Special Care Plan

Comments

List behavioraVmental health issues/concems:
Attached

Emergenry Ptans ❑None Comments
Lisi emergency plan that might be needed and ❑Special Care Plan
the si Ns toms to watch for. Attached

PREVENTNE HEALTH SCREENINGS
Type Screening Date Performed Record Value Type Screening Date PeAormed Note if Abnormal

Hgb/t-!ct Hearing
Lead: =] Capillary ❑Venous Vision
TB (,~nm of Induration) Dental
Other: Developmental
Other: Scoliosis

❑ 1 have examined the above student and reviewed h/s/her health history. !t is my opinion that heishe is medically clea►ed to
p,~ri/cipate fully in all child care~school activities,including physical education and competitive contact sports, unless noted above.

Name of I-eaith Care Provider (Print) ~-Iealth Care Provider Stamp:

SignaturE~/Date

CH-14 O~;T OB Distribution: Original-Child Care Provider Copy-ParenUGuardian Copy-Health Care Provider



Cfi1LD ~:~:~~~L1' CEITF:R

~;ur~e Hralth Kr~i,tration Fc+rm

fear P.:r~nt G:.s:diaa:

The ~chuol nurse's otti~e ie open tYom B:OU ;~» t~~ S QO pm daily. l~he hr;tlth

~enices pm~ided tier all students are: Height. WeiKtrt, Dental, Hearing. Visian and

B,ix~d Pnn~;urr Screc;nin~s.

The nan-prescription mediratiun~ ~~•hich arc a~ ailanlc to ail atu~icnts ~~~ith

sppnnal ut'the school physician area Chle~rascptic threat spray, Anhesol, Vas~linc, Sting

Ki'I, 0.5°o hydrocortisone ointment, eye ~v~sh. sterile saline. Poly~purin ointment and

hurn del.

If your child reyuires prescnptton or nan-prescriptioa m~d~~ahon un a regular

basis, yvu must ubtain a written Defer from }uur ch►!d's physician nn the tichaul

mecii~aati~n ~dministratiun form and yc~u w' (l need to supply thr mc.~iicatiun and sibm she

foRn o~vin~ the Sch~~ul nurse ~ermia~ion to Live the medication.

Please complete the yuestiunnaire un the back and return it to the school n~r~e s~

w~c ban upciatc your child's health records. This information will he shared ~tiith ~uur

child's teacher, administration, and other stat~'on a ne~~ci to knu~v basis unless a wntten

note is recri~~ed tiom y~~u requesting it br kept cc~ntid~ntial

if you have an} questions regarding the health s~n7ces provided, p~l'il5l' C3II US df

Q56-2y3-? 178 2l 77. We look forward to this school year and hope ~~ e can he oC hetp t
o

}uu and your child.

Sin~eraly,

Karrtt Ch:smt-nkc~. R'`. HA, C Sti

3c~nne Reid, RBI. BSS



MILLVILLE PUBLIC SCHOOLS

STUDL':VT NAME:.
Last

Nicl?cna.ine:

Language spoken in Home:

Gender. P / M Birthdate: _/ /_ Grade:
(circle one)
_ Name of Interpreter:

Does your child wear glasses? ❑Yes ❑ No Contacts? ❑Yes ❑ No Orthodontic appliance? ❑Yes ❑ No

Does y~~rzr child currently receive: Speech Therapy ❑ Yes D No Physical Therapy D Yes D No Occupational Therapy Yes ❑ No

Doctor P1ame•
D~entisi: ~1ame:

Phone•
Phone:

Does y~~nir child have an allergq to any foods, medications, insects, latex or other 
substances? D Yes ❑ No

If 't'es, please list in detail:

Please circle if allergy is severe moderate mild List symptoms:

What medications) or treatment is used to treat the allergy?

I~as your child ever had a severe "anaphylactic" reaction requiring emergency ca
re (list date)?

Plea,e eheck all that apply to your child:

C 13:lergies —seasonal ❑ Dyslezia/I.earning disorder

❑ 1~,DD/ADHD ❑Eating disorder
C Asthma ❑Epilepsy/Seizure Disorder
O (~hicken Pox- Date:._ ❑Heart Condition
❑ Cystic Fibrosis D Hearing Problems

C Diabetes ❑Kidney Disorder
D lawn Syndrome ❑Migraine Headache

If yes d~ any of the above, describe and indicate any restrictions:

❑Muscular/Orthopedic Disorder
❑Pervasive Deve]opmental Disorder
❑ Psychiatric/Psychological Disorder

❑Serious Accident
❑Surgery
❑Vision Problems
❑Other:

If your child is on medication, please list medication, dosage, frequency and 
reason for medication:

Please cote any health concerns of which the school nurse needs to be aware
:

Othea i»1'ormadon to be shared with the School Nurse: ___ _

❑ Yes Q IYo I give the Schoo] Nurse permission to share health information with school personne
l on a "need to know" basis in writing

and/or ve-bally.

For PrescSool Only (3yr &4yr old students)

Ye:s ❑ No I give permission for my child to receive acetaminophen as ordered by the school 
physician and administered by the

School Nurse for fever above 101 de tees if the arendguardian cannot be reached.
.mss o.m ~...s..~.,~~ . m.....~,~.~~~_ ~ —.4 ~. ~ ~ ~ .-,s ~...~ 6<~_. ~ s~~~....~ ~,~

Signat~~e of Parent or Guardian:

Reviewed by Certified Schoo] Nurse:

Rev. 3/13

Date:

Date:



BLOOD LEAD SCREENING FORM

To be completed by the Parents/Guardians

Child's Information:

Name:

Address:

Telephone Number: ( )

Parent's/Guardian's Name:

Child Care Center Information:

Name:

Telephone Number: ( )

Address:

Birth Date:

To be com leted b the Child's Health Care Provider

Health Care Provider's Information:

Name:

Address:

Telephone Number: ( )

rsiooa ~eaa screen~n s
Date A e Comments

Health Care Provider's Signature: Date:

Parents/Guardians: Please return this completed form to your Child Care Center


